nfection Prevention 2011 promises to be another high quality Conference and has taken as its theme 'Stronger Together'. The phrase was coined by Anne Bialachowski, the immediate past President of the Community and Hospital Infection Control Association -Canada (CHICA) during her attendance at Infection Prevention 2010 and is the title of the Cottrell Lecture that she will deliver to open Conference this year. The theme is apt given the challenges of major change and resource constraints that the NHS faces over the next two years.
If you Google™ the phrase 'stronger together' you get 11,800,000 hits and it is clear from even a cursory inspection that there is a common understanding that strength and innovation arises from people pooling their talents to change, develop and advance their particular cause. In Higher Education 'Stronger Together' (CBI, 2009 ) the authors emphasise the importance of building on strong academic and industry partnerships that drive innovation and economic growth at a time of global recession. This is against the backdrop of huge changes in the funding of higher education (HE) and graduate unemployment.
Martin Luther King Jnr (1947) wrote that, 'Education has a two-fold function to perform in the life of man and in society: the one is utility and the other is culture'. Although partnership between education and industry is welcome, with clear advantages for newly qualifi ed graduates and the economy as a whole, there is a danger that higher education is seen solely as a means to providing a skilled workforce focused on global consumerism and the acquisition of wealth. Education is more than this; it is the means by which society develops creative, questioning and well-rounded citizens whose purpose is not simply to acquire 'stuff' but to live well and contribute collectively to the quality of life of others through science, the arts and humanities.
In the healthcare sector, medical, nursing, allied health professions, managers and technical and laboratory professionals are graduates. The benefi ts to the NHS are self-evident, a professionally qualifi ed and skilled workforce whose primary goal is to deliver high quality care. The partnership between higher education, professional bodies and the NHS has ensured that undergraduate education and higher professional training and development are responsive to the needs of the service and are increasingly focused on multiprofessional delivery and learning. The changing landscape of funding for higher education and the fi nancial constraints facing the NHS are already having an impact on training and education, which is one of the fi rst areas to be trimmed when budgets are under pressure, resulting in short-term gains that inevitably return to haunt managers in the form of shortages of skilled nurses, midwives, doctors and technicians. In addition clinical staff who have had their further development partially or totally funded by employers are increasingly going to have to fund their own higher degrees and professional training.
The publication of the Infection Prevention and Control (IPC) Practitioner Competences provides an opportunity for HE, NHS employers and IPC teams to work together to ensure that we continue to renew the pool of expert medical, nursing and scientifi c practitioners in IPC. In my experience they are 'educated' practitioners, questioning, creative, resourceful and who make a signifi cant contribution to improving the patient experience.
Stronger together: building effective communities of practice
Patient safety is a priority for healthcare systems around the world and infection prevention and control professionals have a vital role to play. For so many years we struggled to get the attention for infection prevention that we believe it deserves. It was not that healthcare facilities were not interested in preventing infections, it just seemed that there were so many competing demands for healthcare dollars. Now it appears that everyone is working on reducing healthcare infections. The old adage 'be careful what you ask for' seems very apt at present. This is an amazing time for infection prevention and control but it is also creating some new challenges. We fi nd ourselves jockeying with other organisations focused on patient safety for a share of fi nite government funds and agendas. If we can collaborate effectively with these groups we can prevent duplication and conserve resources. Being able to clearly articulate the specialised knowledge of infection prevention and control is critical to ensure that other organisations see how vital it is to include us in any discussions about healthcare associated infections.
In my previous role as CHICA -Canada President a key responsibility was to sustain and nurture relationships with other organisations. Some of CHICA's most enduring relationships over the years have been with infection prevention societies such as the Infection Prevention Society (IPS), Association for Professionals in Infection Control and Epidemiology (APIC), and International Federation of Infection Control (IFIC). In my review of our archives I discovered that IPS and CHICA have been working together since the 1970s when our organisations were in their infancy. In the late 1990s the International Infection Control Council (I2C2) was formed and it included members from CHICA, APIC and IPS. This group collaborated for 10 years and organised consensus conferences and created toolkits for our collective membership. The group was eventually disbanded and the copyright for the tools was given to CHICA by APIC and IPS in 2010 to enable CHICA to begin revised. Plans are now in place for CHICA to revision the ESBL toolkit.
R
In 2006 IPS generously shared the infection prevention audit toolkit with a working group at CHICA and the tools were used as a resource in the development of our own audits that were launched in 2010. Although we share a common language some of our terminology and expected practices are somewhat different so the tools could not be adopted outright. The IPS tools were used as a guide and this was a tremendous help. A copy of our fi nal toolkit was given to IPS for their review and use. We hope that there is something that we have created that will be useful when IPS revises their audit toolkit in the future.
The explosion in communication and information technology has made it much easier to connect as individuals and organisations and it is my hope that we continue to share our ideas and tools so that individual infection prevention and control professionals (IPCP) can benefi t and learn from this collaboration. Although we like to believe that our issues are different in other regions or countries they are usually very similar and we can always benefi t from collaboration. None of us can truly be effective if we work in isolation and do not use the learning of others to avoid potential pitfalls. As IPCPs we should share generously, borrow shamelessly and always acknowledge the great work of our peers.
Anne Bialachowski Immediate past President of Community and Hospital Infection
Control Association -Canada bialachowski@sympatico.ca
Stronger together -tackling the environment of care
Over the past years, professionals involved in the area of environmental cleaning and disinfection have been highly successful in assisting in the reduction of healthcare associated infections (HCAI). A number of different technologies have been used to achieve this goal but there is certainly room to further reduce HCAI, which are still a high profi le problem in hospitals. No matter how effective cleaning and disinfection technology is, ensuring that the process is validated and robust is key and this can only be delivered by working in partnership with the hospital infection prevention team in order to ensure processes are effective and well understood. As a global facility service provider with over 100 years of experience, our company along with others in the commercial sector has been working with NHS professionals to address these issues. Any improvement from a product/process perspective needs to be developed in partnership to provide the best solution for the overall infection prevention programme.
Standards of cleanliness in the healthcare environment remain high on the public and NHS agenda with many 'new' technologies under development. An example of working together can be seen in the area of innovation, where an understanding of service needs and implementation processes is paramount if innovation is to be adopted and spread.
Providing an appropriate evidence base from a microbiological, technical and clinical perspective is also essential and can be accomplished through strong relationships and robust systems of evaluation as has been shown by the highly successful Showcase Hospitals programme.
In the area of cleaning technology, once an innovation has been agreed upon it is important to pilot the idea to ensure it is practical. This was a major factor when microfi bre was introduced as a new cleaning innovation back in 2000. Despite the initial issues this technology is now the norm in many hospitals throughout the UK and continues to be developed. The challenge of emerging pathogens further strengthens the need for our company and other healthcare cleaning specialists to provide appropriately qualifi ed professionals including microbiologists to work with infection prevention teams. The past decade has seen huge strides in bringing the clinical and healthcare cleaning teams together to challenge common concerns; working in partnership will see this continue with obvious benefi ts for the patient. ISS UK Mark.phelps@uk.issworld.com Craig.smith@uk.issworld.com Stronger together -service users as part of the IPC team Service user involvement in infection prevention and control (IPC) is crucial to delivery of the increasingly challenging healthcare associated infections (HCAI) and patient safety agenda. Engaging and empowering representatives in this area can play a key role in supporting Infection Prevention and Control Teams (IPCT) by working together to improve the safety and quality of patient care ( Hughes et al, 2011 ) .
Mark Phelps and Craig Smith
Patients with severe mental illness often have more underlying physical health problems than the general poulation, predisposing them to risk factors for HCAI ( Waldrock, 2009 ) . They can also pose challenges in complying with IPC owing to behavioural issues, confusion or dementia, and in implementation of standard precautions -for example, placement of soap dispensers and alcohol hand rubs due to potential ligature points and ingestion risks; and the use and storage of personal protective, sharps and decontamination equipment, owing to risks of self harm and to others (Leggett and Williams, 2000) . Ensuring joint working between service users and the Infection Prevention and Control Team can help gain further insight into such complexities, helping to look at how issues can be addressed. In February 2009 an initiative was set up by my mental health trust to increase the trust's representation and involvement in this area. Our work resulted in us winning the Nursing Times Infection Prevention Award for 2011. The trust benefi ts from the valuable experiences of service users, and from transferrable skills and professional backgrounds such as health and safety, food packaging of wet wastes are common problems. Many support staff and waste handlers will attest to occasional soakings with blood and bloodstained fl uids spilling from clinical waste containers.
Sharps disposal is a particular concern. Though used sharps should be placed immediately into a sharps bin for safe disposal, it is still common for sharps to fi nd their way into thin-walled clinical waste sacks intended only for soft wastes. As a result, and despite wearing needlestick-resistant ballistic gloves or gauntlets and trousers with similar reinforced ballistic panels protecting thighs and lower leg, waste handlers continue to suffer sharps injury. In one series of 40 sharps injuries, occurring at a rate of 1 per 29,000 man hours, injuries were caused by hypodermic needles from improperly closed or overfi lled sharps bins (n = 6) or from sharps incorrectly discarded into plastic waste sacks (n = 34). Most injuries occurred to the hands and outer aspect of the legs. No seroconversions occurred, although two waste handlers suffered disabling anxiety/stress disorder necessitating prolonged leave of absence and extensive counselling and support ( Blenkharn and Odd, 2008 ) .
Introduction of engineered sharps safety devices under European Union Council Directive 2010/32/EU is likely to deliver substantial reduction in sharps injuries among sharps users ( Elder and Paterson, 2006 ; Jagger et al, 2010 ) , but disposal errors may be unchanged. Under this Directive, obligations are placed on employers to develop policies and procedures for sharps use and disposal, and to investigate the cause of sharps incidents with implementation of all necessary corrective actions where appropriate. The employer must take immediate steps for the care of the injured worker, including postexposure prophylaxis where indicated and appropriate follow-up health surveillance. Though healthcare professionals will welcome these developments, the protection they afford may be somewhat selective.
Outsourcing ancillary services creates unforeseen problems in sharps safety. Although sharps injury rates are highest among frontline healthcare professionals, comparison of injury rate against employment statistics shows an overall rate for support staff that is 10 times greater than nurses, and 30-40 times greater than clinicians ( Leigh et al, 2008 ) . Contract staff suffering sharps injury report incidents through their own management structures, underrepresenting the incidence of site-wide disposal errors unless coordinated universal reporting is enshrined in contract terms. Many trusts limit training and restrict access to occupational health services to their own employees only. Contract workers and agency staff, and clinical waste handlers, are thus at considerable disadvantage if they suffer sharps injury. Though the speed of administration of post-exposure prophylaxis is crucial to success, without access to on-site occupational health services many individuals record considerable delay, in excess of fi ve hours, before being seen in a local Accident & Emergency department ( Blenkharn and Odd, 2008 ) . Indeed, waste handlers presenting with sharps injury have been dismissed at triage for 'a trivial and time-wasting minor hygiene, fi nance and audit. As members of community and local authority groups some have the opportunity to represent IPC issues in this arena, facilitating a whole health economy approach. Presenting their audit fi ndings at the Joint Service User and Carers Involvement Forum ensures opportunities to feedback directly to the trust's Chief Executive and Chairman who attend the Forum in the 'Take it to the Top' session. This provides a powerful and effective way to highlight and support the IPCT in business cases for service improvements.
Just as importantly service users have found their involvement benefi cial, stating that it has not only provided reasssurance of measures being taken to reduce the risk of infection but has also increased their confi dence, and they feel valued. From a management perspective service user involvement has helped provide further assurance to the trust's board and executive team of compliance with Care Quality Commission outcome measures. The involvement of service users in a meaningful way takes time and effort, but pays huge dividends in developing a proper understanding of the perceptions of patients and cares in relation to IPC. 
Julie Hughes Nurse Consultant Infection Control Harry Blackman and Eilen McDonald

Healthcare waste management -a partnership of equals?
Awareness of the environmental impact of our activities is driving change across the healthcare arena. Waste-related matters are a particular cause for concern, with clinical and related wastes, though comprising only a small fraction of the entire healthcare waste output, among the most costly and troublesome in disposal. The initial deposit of clinical waste into an appropriate sharps bin or waste sack takes but a moment's thought, though all of those who might come into contact with those wastes as they pass along the disposal chain are wholly dependent on that simple act. Overfi lled sacks that tear and spill their contents and inappropriate R front line in infection prevention have not read them in full, or been able to locate any transparent implications for their specialty among the jargon. Furthermore the lack of detail in the original proposals makes it diffi cult for many to imagine what the future might look like and this has not been improved by the acceptance of the Future Forum recommendations ( DH, 2011 ) . The discussion about the reforms among public health and health protection colleagues throughout England include words and phrases such as 'fragmentation', 'future chaos and 'failing to get a grip'. There are questions about how and where the previously proposed general practitioner and now clinical commissioning consortia will obtain the infection prevention and control advice currently provided by the primary care trust (PCT) for their own practices and how they will ensure this is built into contracts they place. One suggestion is that each consortium should have a lead for infection prevention equivalent to the current Director of Infection Prevention and Control, but this will mean either training someone especially for the role or the creation of additional posts in the consortia. If ensuring good infection prevention services is important for NHS providers it is even more so for private providers -it is very tempting to reduce costs by cutting back on something that on the face of it makes more work for clinical services without immediate benefi t. It is very diffi cult to show what has been prevented.
Matters have been further complicated by impending changes in the structure of pathology services, with laboratories being put into clusters and potentially major changes in the way samples are handled. They may be transported many miles from the requesting clinician. It has yet to be determined how information fl ows on HCAI and communicable diseases will be maintained, since this will presumably require commissioning new IT systems. A colleague pointed out that in the longer term microbiologists may not want to work in a trust with no laboratory, which suggests there could be large hospitals with no infection control doctor on site. I have been asked what will happen when there is an incident -will this mean that those working in health protection (who may or may not have the relevant expertise) will be asked to fi ll the gap? There is a risk of a complete schism between advice on management of individual patients and infection control. It has been said that the 'essence of infection prevention and control is walking the wards' -will this essential contact with the wards be lost? We also have to question how this will affect training for those in infection prevention and control -how will they understand these complementary aspects of the role when those providing advice are in separate organisations many miles apart?
It is not only the future that worries many practitioners, but dealing with the day job as well. The uncertainty over the future has not helped staff morale -a frequent comment is something like. 'Well I am OK now, I know everyone is in the same boat, but will I have a job this time next year?' The impact of change is already being felt. As one PCT colleague put it. 'I am being asked to take on infection prevention work in two areas and they want me to take on a third, puncture wound' without consideration of the potential impact of bloodborne virus transmission. This sits uneasily with Council Directive 2010/32/EU, which implements the Framework Agreement on sharps injury prevention in the hospital and healthcare sector.
Quite how far this Directive is intended to operate is a matter for interpretation. Although the business model of outsourced NHS support services and contract waste disposal has been highly successful, discordant safety and occupational health standards for core staff and contractors working side by side on the [extended] healthcare team is cause for concern. Clinical waste disposal carries a risk of serious and possibly life-threatening infection. That risk may be small and serious incidents fortunately rare, but the need for precautions does not diminish at any stage in the disposal chain. Common training and incident reporting are essential. Subcontracting should not create barriers to sharps injury prevention and the protection afforded by Council Directive 2010/32/EU but sadly, working side by side does not always create a partnership of equals and for some the exclusions that this creates will have serious and potentially life-threatening consequences.
J Ian Blenkharn Member JIP Editorial Board. Blenkharn Environmental blenkharn@ianblenkharn.com Where is infection prevention and control in the 'liberated NHS'? Healthcare associated infections (HCAI) may be regarded as one of the major communicable disease challenges of the 21st century. In spite of this, the many column inches written on the proposed changes to the NHS and the creation of Public Health England barely mention the problem. The nearest the White papers on changes to the NHS ( Department of Health (DH), 2010a ) and public health ( DH, 2010b ) get is reference to quality and patient outcomes. The length of the policy and subsequent consultation documents is such that I suspect many of those working on the work with a great team, and of course have the absolute privilege of being President of a dynamic and progressive Infection Prevention Society. These 'collaborations' provide company, support and people who have shared interests and are working in the same way as me for a common goal -whether that goal is to get up the next hill, or to achieve an improvement in clinical practice to benefi t patients. Yet, there are also times when I choose to be alone; to refl ect on things, 'take stock' of a given situation, do 'my own thing', or to decide whether I am happy to go along with a group view on a topic. In a group situation, and especially in the infection prevention workplace, there are some obvious parallels. Working together as a group frequently achieves more than individual effort alone and makes best use of diverse skills, knowledge and experiences that are unique to each individual. This is especially true of multidisciplinary working within teams -there is no doubt that the combined talents of nurses, doctors, biomedical scientists, pharmacists, information specialists and others brings real strength when complex situations and projects are involved. There are also times though, when it is most appropriate for individuals or a single discipline to progress relevant work, and effective teams respect and support this.
There is, however, a potential weakness in working together, and that is the danger that ritual practice will develop and become embedded, as highlighted by Walsh and Ford several decades ago ( Walsh and Ford, 1989 ) . In this situation the strength of the group reinforces poor practice that is out of date. Effective teams avoid this pitfall by regularly questioning what they do, and how they can do it better. In the increasingly pressured healthcare environment we must each create the time and space, alone or as a team, to ensure we continue to refl ect and challenge ourselves. Utilising refl ection and our networks, such as the branch and special-interest groups within IPS, can also assist with this by facilitating shared learning and discussion on issues where the evidence base for practice is unclear.
It has become increasingly challenging in recent years for individuals to attend meetings held during the working week, including branch meetings, despite the benefi ts to individuals, teams and organisations. It is imperative that we do not lose the benefi ts that networking together brings, and different ways of working using information technology such as conference calling via internet packages has much to offer to help us overcome the current challenge.
Working across traditional boundaries provides strength, helping to generate a shared understanding of situations, and joint plans and work programmes designed to overcome organisational barriers. Infection prevention practitioners have been successful in achieving effective working across the commissioner-provider landscape, and this will be increasingly important as healthcare structures and public health provision evolve in the coming years. The opinion pieces by Nigel Edwards and Charles Easmon highlight the level of uncertainty in England at present especially in relation to the provision of public health services, and continued dialogue is essential to maintain joint understanding. The recent collaboration between IPS and the Royal College of Nursing to produce the position statement on infection without any extra pay or assistance. I am not sure how I will cope'. Another pointed out that PCT infection prevention and control practitioners are leaving in droves and there is now little (if any) expertise left in some commissioning organisations. As an example, in an area where there has been a signifi cant increase in Clostridium diffi cile cases in the community there is now no one in the PCT to investigate the problem. There are also diffi culties with provision of on-call services, with an assumption (which may not be justifi ed) that those working in health protection units will make up the defi cit. This has left those working in health protection with some very diffi cult choices -they know things are going wrong but there is no one left in local NHS organisations to help put them right. For those on the front line in infection prevention I have the sense that there is anxiety over current changes and uncertainties about the future, but an underlying hope, rather than expectation that we will take the opportunity to learn from past mistakes.
Dr Sally Millership Essex Health Protection Unit, Member JIP Editorial Board sally.millership@ntlworld.com The opinions expressed in editorials are the authors' own and not those of their employers, the journal, or any other organisation.
prevention involvement in commissioning in England clearly states the importance of continued involvement of infection prevention practitioners in all areas of health care, and has undoubtedly had more impact than a single-society statement.
Collaboration between professional societies also provides strength and a richer understanding of infection prevention issues and dilemmas. In this issue of JIP Anne Bialachowski describes the strong col-P laboration that has existed for approximately 40 years between IPS, the Community and Hospital Infection Control Association and APIC, and highlights some of the benefi ts that this has produced over the years. IPS also collaborates with sister-societies within the UK. Our collaboration with the Healthcare Infection Society (HIS) over recent years has resulted in a number of positive outcomes including joint educational sessions at some conferences. We have also collaborated to ensure common platforms for responses to national consultations, so that responses are representative of the individual society but also mutually supportive. IPS is a supporter and member of the International Federation of Infection Control (IFIC), and collaboration between societies at the global level ensures resources and other materials are provided for all those engaged in infection prevention, regardless of economic wealth of the country or organisation.
To return to the original question; are we stronger together? Unquestionably, collaboration within our own organisations, with colleagues in other teams, as part of our Society, and between societies and countries on issues and topics of mutual interest provides enormous benefi t. Our new strategy sets out clearly the need for
